Introduction Background
As we near the final decade of this century and consider the prospects for the 21st century, many questions arise about the potential impact of the aging of our population. Persons 85 years of age or over are increasing faster than any other age group in our population. Because older aged persons are more at-risk of needing nursing home services, and because these services are expensive, questions are being raised about the future economic burden of financing the cost of nursing home care. Funding these services for the poor elderly is an issue of considerable importance (Ray et al., 1987) .
Presently, more than 3.5 million persons age 65 years or over-about 12 percent of the total aged population-are covered by both the Medicare and Medicaid programs. Of the 30 million aged persons, these 3.5 million persons are among the aged with the lowest income and assets. Dual eligibles are of particular interest because they are known to be in poorer health than other beneficiaries (McMillan and Gornick, 1984) . Medicaid payments for the aged are a major part of total Medicaid outlays. In 1984, aged persons constituted 14 percent of all Medicaid recipients and accounted for 37 percent of all Medicaid payments. A large proportion of these Medicaid payments are for nursing home services for the aged, many of whom become eligible for Medicaid because of the high costs of nursing home care. Dually entitled persons also account for higher than average Medicare payments (McMillan et al., 1983; McMillan and Gornick, 1984) .
This article provides an analysis of the costs of services for the aged entitled to both programs (persons alternatively described as dual eligibles or "crossovers"). It focuses especially on the impact of nursing home care on per capita costs. The article relies on a data base created by linking Medicare utilization data with data from the Medicaid Management Information System in four States.
Previous studies
Various aspects of the population dually entitled to Medicare and Medicaid have been analyzed and reported on since 1973. Two studies, based on Medicare administrative data, found that the crossover population had higher than average use of physician and ambulatory services and higher charges for these services than other Medicare enrollees (Piro, 1973; Peel and Scharff, 1973) . A later study using data from the 1976 Health Interview Survey maintained by the National Center for Health Statistics, focused on supplementary coverage to Medicare, that is, the presence of private supplementary insurance or Medicaid (Link, Long, and Settle, 1980) . That study found that additional coverage, whether private or public, was associated with increased utilization. Their findings suggest that some of the differences in utilization between crossovers and other aged Medicare beneficiaries are the result of the more comprehensive coverage provided by Medicaid.
A more recent study used 1978 data from the Medicare Statistical System (MSS) and found that the crossover population differed substantially by age, sex, and race from other Medicare enrollees (McMillan et al., 1983) . Compared with the general Medicare population, crossovers were considerably older and consisted of substantially more females and minorities.
For Medicare beneficiaries, the probability of being enrolled in Medicaid increases sharply with age. Among white persons in the age group 65-69 years, 5 percent were covered by both programs, whereas in the age group 85 years or over, 19 percent were dually covered. For minority persons 65-69 years of age, 23 percent were covered by both programs, and of those 85 years of age or over, 51 percent were covered by Medicare and Medicaid. Average reimbursements per enrollee for crossovers of all ages were higher than for other Medicare enrollees. Mortality data indicated that the crossovers were in poorer health than others their age. The death rate for crossovers (standardized for age) was 1.5 times that for other Medicare enrollees.
A number of issues could not be addressed in that study because of limitations in the MSS. Utilization data are limited to only those services covered under Medicare. Moreover, the MSS contains only a few demographic variables, such as age, sex, and race. No information is available on education, income, or health status. In addition, because institutionalized persons cannot be separated out, it could not be determined if the higher medical care use and mortality rates found among crossovers were primarily reflecting the characteristics of the institutionalized population.
To address some of these issues, data from the National Medical Care Utilization and Expenditure Survey (NMCUES) of 1980 (National Center for Health Statistics and Health Care Financing Administration, 1980) were used to focus on the noninstitutionalized crossovers (McMillan and Gornick, 1984) . The survey findings indicated that aged crossovers living in the community were in poorer health than other noninstitutionalized aged Medicare persons, as measured by the proportion who perceived their health as fair or poor (56 percent versus 35 percent) and the proportion with moderate to severe functional limitations (53 percent versus 27 percent). In addition, this subset of the aged population had a much lower educational attainment than other Medicare enrollees (63 percent with less than 9 years of education versus 39 percent), and (as expected) had much larger proportions in low family income categories (74 percent with less than $10,000 versus 42 percent). Neither NMCUES nor any of the other data sets used in the studies cited earlier contained information on both the institutionalized and noninstitutionalized nor information on expenditures by both Medicare and Medicaid crossovers.
Methods and data
To obtain a better understanding of the costs of care for crossovers, especially the impact of 
Linking Medicaid and Medicare files
Each Medicare beneficiary has an 11-digit health insurance claim (HIC) number. It consists of a Social Security or Railroad Retirement account number plus letter suffixes, referred to as beneficiary identification codes (BIC). BIC codes denote the basis of the Medicare entitlement. Medicaid recipients were matched to their Medicare records, using the HIC, sex, date of birth, and BIC. All records kept in the analysis matched on the HIC and on at least 2 other variables. Of the matched records, about 82 percent matched on all 4 variables and the remaining 18 percent matched on 3 variables. Some aged Medicaid recipients do not have Medicare and thus could not be matched to Medicare records; others could not be matched because of data problems. The number of Medicaid recipients matched to the CMHS was multiplied by 20 to estimate the study population.
The match procedure also produced records indicating that there were multiple Medicaid claim numbers for some individuals (more than 6,000 such occurrences). These multiple records were identified and combined to produce one record per person. The multiple claim numbers generally resulted from changes in beneficiary status such as enrollment category or address.
Limitations of the data
Several limitations (completeness, accuracy, and program differences) relating to the linked MedicareMedicaid data base are discussed in the following sections:
Completeness
The data presented do not cover all Medicaid services. In particular, in New York, claims for personal care services, State mental hospitals, and some ambulance services were not in the MMIS files. Because some upstate counties were not included in the MMIS for all of 1981, only people in counties that participated in MMIS throughout 1981-primarily New York City and a few upstate counties-were matched to Medicare files.
Generally, claims records are not available for health maintenance organization (HMO) enrollees. Therefore, HMO enrollees are excluded from the study. Also, a small number of claims records were received for people with no eligibility record. These were also excluded from the study.
Accuracy
One critical variable used in this analysis is the Medicare identifier on the Medicaid files, which was used for matching purposes. A small percentage of records could not be matched because the Medicare identifier was missing or inaccurate.
Program differences
States differ in the structure of their Medicaid programs. Although all States are required to cover hospital care, physician services, skilled nursing facility care, and some other services, coverage of a large number of services is optional. In addition, there is wide latitude in designating the income levels that determine eligibility. (Cromwell et al., 1987) .
In 1981, two of the States, California and New York, had medically needy programs for all eligibility groups. Georgia did not cover the medically needy in 1981. Tennessee did not cover the medically needy adults. Medically needy programs allow people who would not otherwise be income-eligible to subtract their health care expenses from income before eligibility is determined. In particular, many residents of nursing homes become eligible for Medicaid as medically needy persons. Although Georgia had no medically needy program, and Tennessee had no medically needy program for adults, they used another eligibility option to cover many nursing home residents. This option allows States to use up to 300 percent of the Federal SSI payment level as an income standard for residents of institutions. These program differences mean that the dually entitled populations differ somewhat across the four States, and utilization patterns may vary across States because benefits vary.
Findings
The four States had 5.9 million aged Medicare enrollees or about 22 percent of the total U.S. Medicare population. As noted earlier, the study population is based on successful matches between aged Medicaid enrollees in these four States and the 5-percent Continuous Medicare History Sample (CMHS) for the Medicare population 65 years of age or over. This process resulted in an estimated study population of 912,920 dually entitled persons. The crossovers in these four States represent about 30 percent of the crossovers in the Nation. More than one-half, 53 percent, of the study population resided in California, 27 percent in New York, 11 percent in Georgia, and 9 percent in Tennessee (Table 1) .
Age, sex, and race characteristics
As reported in previous studies, the dually entitled population is relatively older than other Medicare enrollees, and has a higher proportion of females and minority persons. The age, sex, and race composition of the dual eligibles in the four States in 1981 are shown in Table 2 . The age composition differed considerably by State. New York had the highest percentage (24.9 percent) in the most-aged category (persons 85 years of age or over), and Tennessee had the lowest (16.6 percent). Compared with the proportion of persons 85 years or over in the general Medicare population in these States, the dually entitled in New York and Tennessee were 2.3 and 1.9 times as large, respectively.
The proportion of females differed across the States as well as from the general Medicare population. The percentage of females ranged from 74.5 percent in New York to 66.6 percent in California. These figures are 10 to 20 percent higher than the proportion of females reported for the Medicare population in these States (Health Care Financing Administration, 1983) .
By race, the proportion of minorities (mostly black persons) among the dually entitled ranged from 46.0 percent in Georgia to 18.0 percent in California. In California, 6.8 percent were minority persons other than black. The proportion of dually enrolled minorities in each of the four States was more than twice that for the total Medicare population in these States (Health Care Financing Administration, 1983) .
One of the basic purposes of this study was to determine the impact on costs for persons receiving Health Care Financing Review/Winter 1987/Volume 9, Number 2 Medicaid-covered nursing home care. To analyze these costs, the study population was divided into two groups, those with Medicaid-covered nursing home care and those without. In the group with Medicaidcovered nursing home care, some were in a nursing home for the entire study period; others were in a nursing home less than the full year. All of these were grouped together as the Medicaid-covered nursing home population. The group without Medicaidcovered nursing home care includes some dual enrollees who received Medicare-covered post-hospital skilled nursing facility (SNF) care. The amount expended for Medicare-covered SNF services is a very small part of the total expenditures. For ease of discussion, that group is presented in the text and tables as "without nursing home care."
The dual enrollees using Medicaid-covered nursing home care represented 3.3 percent of the total aged Medicare enrollees in the four States. In Table 3 , nursing home care is defined as persons having at least 1 day of Medicaid-covered nursing home care. There was little variation in the user rates among the four States. Similar findings were reported by Ray et al. (1987) where Medicaid-covered nursing home residents for five States (these four States and Michigan) combined was 3.8 percent of the total aged in these States. The Medicaid nursing home user rates in this analyses are probably lower because of the fact that not all Medicaid nursing home users were included in the study because of the data constraints.
The data in Table 3 reveal the age and sex differences in the use of Medicaid-covered nursing home services. For the Medicare population in the youngest group (65-74 years), about 1 percent of both males and females had some Medicaid-covered nursing home care; this was true for each of the four States. However, for the oldest age group (85 years or over) the rate of use for females was 16.7 percent, compared with 9.2 percent for males, or 80 percent greater. Similar differences were found for each State.
The study population grouped according to those with at least 1 day of Medicaid-covered nursing home services and those without nursing home care is shown in Table 4 . Persons with only Medicare-covered skilled nursing facility care are included in the group without nursing home care. New York ranked first in the proportion of crossovers with Medicaid-covered nursing home care (27.9 percent). This finding is in line with the data in Table 2 that show that the crossovers in New York are the oldest of the four States. Similarly, California ranked lowest in the proportion of enrollees with Medicaid-covered nursing home care (17.6 percent). That was in line with the fact that California's crossover population is the youngest of the four States. These figures on the proportion of the dually entitled population that is institutionalized are much greater than the figures for the general aged population. The U.S. Bureau of the Census found in 1980 that 4.6 percent of the population 65 years of age or over were in homes for the aged, including nursing and convalescent homes. The large differences in the institutionalization rates of the dually entitled, compared with the general aged population, no doubt reflects the fact that the aged in nursing homes often "spend-down" their income and assets, thereby becoming eligible for Medicaid coverage. Thus, the Medicaid program has a far higher proportion of the aged residing in nursing homes than the general aged population. As shown in Table 4 , of the users of nursing home care in the four States combined, 17.2 percent were in the 65-74 age group, and 44.2 percent were 85 years of age or older. Corresponding figures for the group without nursing home care were 49.1 percent and 13.6 percent, respectively.
Users of services
For the dually entitled population, the combined coverage of Medicare and Medicaid is more comprehensive than Medicare alone. Medicare, the first payer for hospital and medical bills, provides for acute care needs. Medicaid covers long-term care, and often ambulatory services that are not covered by Medicare, such as prescription drugs, eyeglasses, and dental care. Most dual enrollees (90 to 93 percent Health Care Financing Review/Winter 1987/volume 9, Number 2 among the four States) used at least one service (Table 5) .
Nearly one-third of dual enrollees in California, Georgia, and New York used inpatient hospital services. Tennessee had a much higher user rate of these services, 45.3 percent. Thus, inpatient hospital rates in California, Georgia, and New York were about 20 to 30 percent higher than that for the general Medicare population in these States and 90 percent higher than that in Tennessee. Use of physicians' and related services ranged from a high of 89.7 percent in California to a low of 76.3 percent in Tennessee. In 1981, use of reimbursed physicians' and related services for all Medicare enrollees in the United States was considerably lower, about 65 percent.
Most aged persons use at least one prescribed medication during the course of a year, and the user rate for dual enrollees is somewhat higher than that for all other Medicare enrollees. For the noninstitutionalized Medicare aged in 1980, 77.6 percent of those without Medicaid coverage used prescribed medicine compared with 87.1 percent of crossovers (McMillan and Gornick, 1984) . In Georgia, 86.7 percent of dual enrollees used at least one prescribed drug during 1981; in Tennessee, 81.6 percent; and in California, 79.9 percent. In New York, the low user rate, 48.3 percent, reflects a different billing procedure used for nursing home patients in that State. The users of prescribed drugs residing in nursing homes in New York are not separately identified; that is, costs for prescribed drugs are bundled into the nursing home bill, which will become more apparent in a later discussion on per capita expenditures.
More than one-half of the enrollees in California (52.0 percent) and New York (55.0 percent) used outpatient hospital services. A much smaller proportion (35.3 percent) used this service in Tennessee. Differences in outpatient services by States very likely reflect the geographic distribution of these facilities vis-a-vis the Medicaid population. The user rate for each of the States, however, was 20 to 90 percent higher than the 28-percent user rate for the general U.S. Medicare population. Users of home health services ranged from 5.2 percent of enrollees in Georgia to 10.0 percent in New York-all of which were much higher user rates than that for the general Medicare population, which is about 3 percent for combined use under Part A, hospital insurance, and Part B, supplementary medical insurance, of Medicare.
In California and New York, 19.5 percent and 15.3 percent, respectively, of enrollees had dental care, very likely, a reflection of the more generous Medicaid program benefits in those States, compared with Georgia, where only 2.4 percent had dental care. Tennessee's Medicaid program does not offer adult dental care at all. An earlier study found that about one-third of the general Medicare population had some dental care in 1980, whereas among the dually entitled, the proportion was about 18 percent (McMillan and Gornick, 1984) . Data from the National Health and Nutrition Examination Survey, 1971 -74 (Kelly, 1979 showed that, by age 65, 46 percent of the population 65 years of age or over had lost all of their teeth. It may be that crossovers have a higher proportion who are endentulous and, thus, have less need for regular dental care.
Overall per capita expenditures
The interrelationship between the Medicare and Medicaid programs has been recognized, particularly in the provision of health care services for the aged poor. Total per capita expenditures and the proportions paid for by Medicare and Medicaid for three age groups are shown in Table 6 . These expenditures represent payments for care provided to both institutionalized and noninstitutionalized dually entitled persons. Keeping in mind the differences in the Medicaid program characteristics of the four States and the characteristics of each State's dually entitled population (especially the more advanced age and higher nursing home proportion in New York), it might be expected that per capita payments would be greatest in New York. This was indeed the finding. The per capita expenditure in New York ($7,678) was 
Expenditures by nursing home status
Total expenditures and per capita expenditures for persons with nursing home care are shown in Table 8 . In New York, of the total expenditures for dual enrollees, 69.8 percent was for enrollees with nursing home care, who comprised only 27.9 percent of all dual enrollees in that State (Table 4 ). The proportion of expenditures for persons with nursing home care in New York is considerably greater than that for the other States, where those expenditures ranged from 47.0 percent in California to 59.9 percent in Tennessee. Total per capita expenditures for enrollees receiving nursing home care differed dramatically, ranging from $19,628 in New York to $9,504 in Georgia. These two States also had the highest ($3,192) and the lowest ($1,641) per capita expenditures (respectively) for enrollees without nursing home care. Per capita expenditures by type of service and nuring home status are shown in Table 9 . For enrollees receiving nursing home care, the total per capita in New York was $19,628 and nursing home care accounted for more than three-fourths ($15,225) of this expenditure. In California, the corresponding total figure was $13,545, and nursing home care accounted for nearly three-fifths ($7,789) of the total. In New York, the per capita expenditure for inpatient hospital care for this group was $2,913 or about one-seventh of the total; the corresponding figure for California was $3,457 or about one-fourth. The per capita figure for physicians and related services for users of nursing home care was $1,117 in New York and $1,521 in California.
For enrollees without nursing home care, the per capita expenditure for inpatient hospital care ranged from $1,792 in New York to $821 in Georgia. In each of the four States, however, the per capita inpatient hospital expenditure accounted for at least one-half of the total per capita expenditures. The small amounts shown for SNF and ICF for those without nursing home care represent expenditures for SNF services paid for by Medicare.
These data clearly demonstrate the significant impact that use of nursing home care has on total health care expenditures and on the distribution of expenditures by type of service. For those without nursing home care, inpatient hospital care consumes the greatest proportion; for those with nursing home care, such care consumes by far the greatest proportion of expenditures.
Survival by nursing home status
Nearly 11 percent of the dual enrollees died during the year. The percent of deaths by nursing home status and by age group is shown in Table 10 . With the exception of Georgia, the proportion of decedents rose steadily with age for both the nursing home population and those not receiving nursing home care.
Because the nursing home population is much older than the group without Medicaid-covered nursing home care, it is to be expected that the total rate of death in the nursing home population (23.3 percent) would be higher than the rate of death in the population without nursing home care (7.5 percent). Yet, the death rate in each age group is substantially higher for the nursing home population than for the group without nursing home care. In the four States combined, among persons aged 85 years of age or over, 26.5 percent of the nursing home population died compared with 14.4 percent of the non-nursing home population. Similarly, in the age group 65-74 years, 18.0 percent of the nursing home population died compared with 5.7 percent of the non-nursing home population.
These data on survival rates by age groups indicate that, in each of these four States, the nursing home population is in poorer health than the population without nursing home care, which again is to be expected because this is a group in need of institutional health services.
It does appear, however, that the health status of the nursing home population varies considerably across the four States. California's proportion of decedents in every age group in the nursing home population is much higher than in the other three States. In the population without nursing home care, the proportion of decedents is quite similar across States for the age groups 65-74 years and 75-84 years. More variation is found in the oldest group, persons 85 years of age or over.
Some of the variation in the proportion of decedents in nursing homes across the States may reflect the variation in the availability of alternative care arrangements as well as other factors such as criteria for nursing home admission. The 1986 Inventory of Long-Term Care Places (National Center for Health Statistics, 1986) showed that there is a substantially greater number of board and care homes in California than in the other three States. California had 2,379 such facilities known as residential community care facilities, providing 15.8 beds per 1,000 aged persons; New York had 419 such facilities or 11.4 beds per 1,000 aged persons; Georgia had 210 or 3.2 beds per 1,000 aged persons; and Tennessee had 92 facilities or 2.8 beds per 1,000 aged persons. The existence of these board and care homes provides some flexibility to maintain the least sick persons outside of nursing homes. 
Expenditures by survival and nursing home status
As noted earlier, per capita expenditures are higher for the group with nursing home care. For the four States combined, per capita expenditures averaged $13,524 for those with nursing home care, or over five times the per capita outlay for the group without nursing home care, $2,661, as shown in Table 11 . Earlier analyses of Medicare data alone have indicated that there are large differences in Medicare payments according to survival status. Lubitz and Prihoda (1984) traced Medicare payments for the last 12 months of life and found that expenditures for decedents were 6.2 times as high as for survivors for the same time period.
In contrast to that study, the data in Table 11 do not show 12 full months of expenditures for decedents, but rather show payments in 1981 by whether the beneficiary survived the full year or died during the year. Per capita payments for decedents averaged $9,408, compared with $4,417 for survivors.
These expenditure data reveal several interesting patterns of utilization. First, higher per capita expenditures for decedents holds true only for the non-nursing home population. In the four States combined, per capita payments for the non-nursing home population were $2,261 for survivors and $7,590 for decedents. In the non-nursing home population in each State, expenditures for decedents were over three times as great as for survivors. In contrast, in the nursing home population, per capita payments for decedents are lower than for survivors. Payments averaged $14,111 for survivors and $11,593 for decedents. This pattern also persisted across all four States.
Another unexpected pattern is revealed in these data with regard to the relationship between age and per capita payments. As shown in Figure 1 , when dually entitled persons are categorized according to whether they received Medicaid-covered nursing home care and whether they died, per capita payments did not rise across age groups. This finding is notably different from the results shown in Table 6 , where there is a marked rise in per capita payments by age.
The data in Table 11 , thus, indicate that the rise in per capita payments as age advances, generally found in Medicare and Medicaid expenditure data, reflects two factors-increasing proportions of persons in ascending age groups who are institutionalized, and increasing proportions of persons who are in their last months of life. These data show that the crossover population falling into the category of "non-nursing home and surviving the year" average relatively low expenditures for health care throughout all age groups.
Another interesting pattern shown in Table 11 (and found also in Lubitz and Prihoda, 1984) is that expenditures for decedents in the group 85 years of age or over tends to be a little lower than in the two younger age groups.
The relative impact of nursing home payments and hospital payments on the total per capita outlay is shown in Tables 12 and 13 . Of the $13,524 per capita expenditures (Table 11) for the nursing home population, nursing home payments accounted for $9,152 (Table 12 ). On average, nursing home payments for survivors were about double those for decedents, no doubt reflecting costs for about twice as many months in the nursing home for the survivors compared with the decedents. The lower costs for nursing home decedents are thus largely the result of "exposure" time, and not any intrinsically cheaper aspects to their health care.
Per capita inpatient hospital payments (Table 13 ) indicate that these services averaged $2,616 for those receiving some nursing home care. These inpatient hospital data reveal two very interesting patterns. First, for both the nursing home population and the non-nursing home population, inpatient expenditures are much higher for decedents than for survivors. This is the same pattern found in earlier studies of expenses in the last year of life; that is, preceding death there is generally a period of acute illness, often treated in the hospital (Lubitz and Prihoda, 1984; McCall, 1984; Piro and Lutins, 1973) .
The second interesting pattern shown in Table 13 is that per capita inpatient expenditures are somewhat lower for decedents in the nursing home population compared with decedents in the non-nursing home population and that this difference occurs primarily in the oldest age group. This finding may reflect different patterns of care for those approaching death. It is likely that some of the aged who are terminally ill and living in the community are hospitalized for palliative treatment while similar terminally ill patients residing in nursing homes can be equally well cared for in the nursing home.
Survivors not using nursing home services
The percentage of persons in each age group who did not use Medicaid-covered nursing home services and who survived the year is shown in Table 14 . In the four States combined, 72.9 percent were in this category-that is, persons living in the community and alive at the end of the year. The proportion in this category is clearly a function of age. Of all persons aged 65-74 years of age, 86.2 percent were alive and in the community. By age 85 years or over, the proportion fell to 45.8 percent.
As expected, there was some variation across the four States in the proportions that fell into the category of neither using nursing home care nor dying. However, the pattern across age groups was notably similar to each State. The data in Table 11 showed that per capita expenditures for people in this category averaged $2,261 in these States and did not vary across age groups. That is, health care expenditures for the oldest-old living in the community and surviving the year (45.8 percent in that age group) were at the same level as health care expenditures for the youngest-old, persons 65-74 years of age living in the community and surviving the year (86.2 percent in that age group).
Age
Can we presume then, that this particular category of persons is similar in health status across these age groups? Perhaps not. Perhaps the oldest-old in this group, although not experiencing higher use of health care services, still have a poor health status. More study of this group is clearly warranted.
Discussion
The primary objective of this study was to gain an understanding of the impact of nursing home care on total health care expenditures for aged Medicare enrollees also entitled to Medicaid. The four States differed considerably in eligibility and benefit structure. In particular, Tennessee and Georgia did not cover all medically needy aged, but rather used the up-to-300-percent rule to cover some nursing home residents. In contrast, New York and California have medically needy programs for all eligible groups. Considerable differences across the four States in use and cost of services were cited. Many other factors, characteristic of the individual State Medicaid programs, affect the data on health care use and expenditures presented here, some of which are beyond the scope of this analysis. This analysis does, however, permit a partial explanation of some of the differences shown between the States. Two factors contributing to differences in use and cost of health care among the States are differing eligibility criteria and benefit packages. Unlike Medicare, where there is a national eligibility standard, Medicaid eligibility is established by each individual State. The States decide which groups will be covered (that is, the categorically and/or medically needy), the scope of coverage, and which services, if any, will be covered in addition to the basic mandated services. The results of these decisions are reflected in the number of users of services among the four States studied, as well as in their per capita expenditures. Georgia, for example, has no medically needy program and thus restricts the number of recipients (and expenditures), and Tennessee does not offer coverage for dental care. These two States had relatively low per capita expenditures. In contrast, California and New York, both having "generous" Medicaid programs, had high per capita expenditures.
Other factors affecting per capita expenditures concern the use of nursing home services and survival status. The data indicate that nursing home use and use of services in the last year of life had the greatest impact on health care costs. As shown, the increase in the per capita expenditure for the total population as age increases primarily reflects increasing proportions of persons in nursing homes and/or increasing proportions of persons in the last months of life.
The cost of nursing home care has been a focus of national concern in recent years. Studies on the cost of care in the last year of life have also received widespread attention. Data from this study show how each of these factors affect the cost of health care.
Summary
In summary, when data for the dually entitled Medicare-Medicaid population in the four States were separated according to nursing home status and survival status, several interesting patterns emerged:
• The death rate in each age group was substantially higher for the nursing home population when compared with the group without nursing home care, indicating that the nursing home population was in substantially poorer health than the nonnursing home population.
• The mortality rates of the nursing home population varied considerably across the four States. The percent dying in the nursing home population was much higher in California than in the other three States, very likely reflecting differences in the availability of alternative care arrangements for those not as sick as well as other factors such as medical criteria for admission to nursing homes. • The higher per capita expenditures for decedents holds true only for the non-nursing home population. In the nursing home population, per capita payments for decedents are lower than for survivors.
• When dually entitled persons were categorized according to whether they received Medicaid-covered nursing home care and whether they died, per capita payments did not rise across age groups. In fact, among decedents, with or without nursing home care, payments were actually lower in the oldest age groups.
• Per capita inpatient hospital expenditures were a little lower for decedents in the nursing home population when compared with decedents in the non-nursing home population. It is likely that some of the aged who are terminally ill and living in the community are hospitalized for palliative treatment, while similar terminally ill patients residing in nursing homes can be equally well cared for in that setting.
• Seventy-three percent of the crossover population had no nursing home care and survived the year. This group averaged relatively low expenditures for health care.
Health Care Financing Review/Winter 1987/volume 9, Number 2
Our finding that persons 85 years of age or over who were living in the community and surviving the year had health care costs that were no higher than similar persons in the group 65-74 years of age raises some intriguing questions. Is the health status of this eldest age group at the same level as the youngest of the aged? How do these groups differ? Further studies are needed to answer these questions.
